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Abstracts / International Journal of Surgery 12 (2014) S13eS117S52coordination. 2. no case notes in clinic reducing the cost of retrieval. 3.
Health staff can access information anywhere real-time. 4. The clinical
entries are clear and legible improving safety. Disadvantages 1.Lack of
integration across all systems 2.Constant training required to engage
workforce. 3. Potential difﬁculties if computer systems crash.
Conclusions: A paperless service can be set up with full CRS utilisation to
create a seamless path from outpatients or casualty to discharge.
1305: AN OVERVIEW OF MINOR SURGERY PRACTICE AND PERFOR-
MANCE IN PRIMARY CARE
Julia Ruston*,1, Adebayo Alade 1, Ben Miranda 2, Henry Attard 1,
Saul Kaufman 1. 1North Central Thames Foundation Deanery, London, UK;
2Pan-Thames Higher Surgical Training, London, UK.
Introduction: General Practitioners (GP) perform thousands of surgical
procedures annually. The literature on this topic is, however, sparse and
with no national standards interpreting individual performance is difﬁcult.
Our aimwas to review primary care minor surgery and provide a snapshot
of the GP surgeon workload.
Methods: Retrospective analysis of 384 procedures performed over a 3
year period in 3 different primary care centres. Notes were reviewed and
demographics, procedure, diagnosis (clinical and histological) and com-
plications noted.
Results: 406 skin lesions were removed. Other procedures included abscess
and seroma drainage (7), and removal of foreign body (3). Procedures were
on: head/neck 39.4%, trunk 26.6%, Arm 17.8%, leg 11.5%, groin 4.7%. 98.5% of
excised skin lesions were sent for histopathological analysis; most common
werebenignnaevi (139),ﬁbroepithelialpolyps (100)and sebaceous cysts (75).
4were conﬁrmedmalignant; adenocystic carcinoma (1),melanoma (1), basal
cell carcinoma (1) and squamous cell carcinoma (1). There were 5 atypical/
dysplastic naevi, 1 possible early SCC and 1 giant cell tumour. Complications
included infection (2.3%), wound breakdown (2.1%) and recurrence (1.8%).
Conclusions: The study provides a comprehensive review of GP minor
surgery. Complication rates were acceptable and low malignancy rates
suggest appropriate referral to secondary services.
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S.J. Chapman*,1, B. Shelton 2, H. Mahmood 3, J.E.F. Fitzgerald 4, E. Harrison 6,
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Introduction: The primary aim of this study was to determine author
compliance with surgical randomised controlled trial (RCT) registration.
The secondary aimwas to explore data sharing policies of surgical journals.
Methods: A systematic assessment of RCT publishing and registration
practices in 10 high-impact surgical journals during 2009 and 2012. Data
relating to trial registration, statements of disclosure and data sharing
were extracted. Trials were systematically cross-matched to registration
databases. Data expressed descriptively (%) with longitudinal comparisons
(2009 vs. 2012) using Chi-squared analyses. Predictors of non-registration
are explored using logistic regression.
Results: 246 RCTswere identiﬁed (2009: n¼109 vs. 2012: n¼137), of which
76.4% (67.0% vs. 83.9% respectively; p¼0.062) were registered on a clinical
trials database. Author disclosure and funding statements were present in
71.5% (49.5% vs. 89.1%; p<0.01) and 60.01% (55.1% vs. 65.0%; p¼0.074)
respectively. Data sharing statements were only included in two studies.
Year of publication (p¼0.005) and year-speciﬁc journal impact factor
(p<0.001) were strong predictors of registration status. Only one journal
held a policy of mandatory data sharing in their author instructions.
Conclusions: Registration of surgical RCTs is increasing over time but re-
mains sub-optimal. The principle of open access data sharing is poorly
endorsed in surgical research.
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1Royal Free Hospital, London, UK; 2Imperial College Healthcare Trust, London,
UK.
Introduction: To assess the impact of text messages on patient knowledge
of and adherence to fasting guidelines.Methods: Round 1 (n¼179): a preoperative questionnaire assessed pa-
tients' knowledge of and adherence to fasting guidelines (no food or milk
for 6 hours before surgery; no clear ﬂuids for 2 hours before surgery).
Round 2 (n¼131): the impact of text-messaging these guidelines to pa-
tients the day before surgery was assessed. Fasting time was measured
from patients’ planned admission time. Statistical analysis was performed
using the chi-squared and t-tests.
Results: Text messages led to an improvement in the percentage of patients
with correct knowledge of the fasting guidelines for food (36% vs 76%;
p¼0.0001), milk (19% vs 60%; p¼0.0001) and clear ﬂuids (41% vs 77%;
p¼0.0001). The fasting time for clear ﬂuids reduced in patients who received
the text (6.33hrs vs 4hrs; p¼0.0001). The percentage of patients who under-
fasted by>1hr reduced from14.5% to 5% (p¼0.0046) between rounds 1 and 2.
Conclusions: Preoperative text messaging improved patient knowledge of
and adherence to fasting guidelines. Reducing the proportion of inade-
quately fasted patients is likely to lead to fewer delays and cancellations
during elective theatre lists. This would have cost-saving implications and
improve patient satisfaction.
1327: PRIORITIES FOR ESSENTIAL SURGERY IN UNIVERSAL HEALTH
CARE
Jaymie Ang Henry*, Jane Maraka, Nancy Netherland, Robert Lane,
William Gunn, Michael Cotton. International Collaboration for Essential
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Introduction: Two billion people worldwide have no access to surgery.We
aim to deﬁne essential surgery and compile a list of essential surgical
procedures to recommend as a basic package of surgical care for district
hospitals in low- and middle-income countries (LMICs).
Methods: Original data was obtained from surgical registries of surgical
trainees from LMICs. Additionally, we conducted PubMed and EMBASE
searches to identify relevant articles that documented surgical registries.
The primary outcome evaluated was type and frequency of surgical pro-
cedures done. Experts in the ﬁeld were consulted with the above ﬁndings
to compile a list of essential surgical procedures.
Results: 66,299 total surgeries were recorded from 10 LMICs. The top
surgical procedures done included: cesarean section for obstructed labor
(16.37%), management of severe wounds/burns (14.73%), limb amputation
(11.68%), surgical infections (11.65%), uterine bleeding (10.68%), laparot-
omy/ appendectomy for acute abdomen (6.88%), hernia (5.68%), fracture
management including clubfoot (3.28%), septic arthritis/ osteomyelitis
(1.6%), cataract surgery (1.5%), and urinary outﬂow obstruction (0.66%).
Conclusions: Essential Surgery encompasses basic, low-cost surgical in-
terventions which save lives and prevent life-long disability or life-
threatening complications. 15 surgical procedures have been selected us-
ing the above data and expert consensus which are recommended to be
available in all district hospitals.
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Manoj Kumar*,1, Abdul Qadir 2, Steven Yule 3. 1North Cumberland University
Hospitals, Carlisle, UK; 2Aberdeen Royal Inﬁrmary, Aberdeen, UK; 3Harvard
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Introduction: Reporting and learning from adverse outcomes and near
misses is pivotal in improving patient safety. However studies have iden-
tiﬁed under reporting amongst surgeons. A new method of adverse event
reporting, integrating mortality and morbidity meetings (M&M) with a
web based, surgical speciﬁc reporting system was initiated. An analysis of
the process was conducted to identify any improvement in reporting.
Methods: Based on studies identifying factors inﬂuencing incident
reporting in surgery, appropriate modiﬁcations were made to an existing
web based reporting system. This reporting database was then integrated
onto a structured M&M. Reports are addressed at these meetings.
Emphasis is placed on the educational process.
Results: Number of reported events by medical staff in General Surgery
department has risen from zero in 2011 to more than 200 in 2013. These
cases were reviewed and addressed at the weekly M&M meetings.
Conclusion: We have engaged clinicians in this crucial aspect of quality
improvement. A no-blame culture with emphasis on education to improve
surgical outcomes has proven successful. This data can be audited and
used in teaching. Other specialties have adapted this process. Addressing
adverse outcomes and near-misses with timely feedback prevent errors
from repeating and translates into improved patient outcomes.
